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COMPARING THE PREVALENCE OF INFANT MORTALITY IN 7 
SOUTHERN STATES BASED ON MEDICAID DENTAL 
COVERAGE 
SASHA LASHELLE CURRY 
 
ABSTRACT 
 The objective of this study was to explore a possible association between infant 
mortality rate (IMR) and Medicaid dental benefit payouts per state, as well as propose an 
expansion of the dental benefits provided through Medicaid. Data was obtained from the 
Vital Statistics report 2012 and the Center for Medicare & Medicaid Services (CMS) 
Medicaid coverage database for fiscal year 2011. Population and demographic data was 
also collected for further comparison.  The states observed were Alabama, Georgia, 
Kentucky, Louisiana, North Carolina, South Carolina, and Tennessee. The IMR data was 
ranked in ascending order and then the dental payments were compared between the 
seven southern states. There did not appear to be an association between the two 
variables.   It was hypothesized that the state with the highest IMR would have the least 
amount of Medicaid dental payments; possibly indicating limited benefits and a need for 
expansion.  The data did not support the hypothesis. Although Mississippi had the highest 
IMR at 9.9 per 1,000 live births, the amount dental benefits paid through Medicaid was 
not the lowest.  Kentucky had the lowest IMR at 6.9 per 1,000 live births, and North 
Carolina had the highest amount of dental payments with $352,602 being paid by the 
state. However, the comparing variable in each state did not reflect an association.  
	  	   vii 
Limitations of the study were addressed and suggested improvements were made for 
future studies that would possibly yield significant findings. In conclusion, the data 
collected and observed did not provide evidence that the expansion of Medicaid dental 
benefits would combat infant mortality rates across the country.  
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INTRODUCTION 
I. Oral Heath and Pregnancy 
 
Oral health is an essential component of the overall health of mother and child 
during the prenatal period. The mouth serves as an entry portal to the body, so oral health 
influences, as well as influences general health. Maternal oral health has a significant 
impact on pregnancy outcomes and infant oral health. Maternal health plays such a large 
role in infant oral health that it has been found that a child has a higher risk of dental 
caries if the mother has untreated caries (Dye et al., 2011).  Poor oral health has been 
found to be a risk factor for adverse pregnancy outcomes, including low birth weight and 
infant mortality. Oral health, which includes health of the gums, teeth, and jawbone, 
serves as a mirror of general health and well-being (Department of Health and Human 
Services, 2000).   
Although maternal health and its relation to adverse pregnancy outcomes such as 
infant mortality in America has been extensively studied, poor oral health has only been 
recently included as attributable to poor maternal health and adverse birth outcomes. A 
study conducted in 1996 was one of the first to make the association between poor oral 
health and birth outcomes (Offenbacher et al).  Since then, several studies have 
confirmed the association, although there has been some conflicting evidence.   In 2002, 
it was found that although health care providers were concerned with several aspects of 
health in pregnant women, the oral health of the mothers and fetuses had been overlooked 
(MCN (The American Journal of Maternal/Child Nursing), n.d.).  In fact, of the women 
 2 
who reported oral health issues during pregnancy, on study reported that 50% of those 
women did not seek treatment (Gaffield et al., 2001).  Research has provided evidence 
that supports the need for emphasis on the oral health needs of pregnant women.  
Researchers and physicians have suggested a collaborative effort between oral health 
providers and obstetricians regarding maternal oral health guidelines.  
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II. Association of Periodontal Disease and Pregnancy 
Periodontitis, an oral infection, is a stimulus that is associated with preterm birth, 
a birth at less than 37 weeks gestation, and other adverse birth outcomes. While the cause 
of nearly 50% of preterm births is unknown, oral infection is suspected to have an 
influence (Huck, 2011).  In 1996, researchers noted that women with periodontitis had a 
sevenfold increased risk of delivering a preterm, low birth weight (PTLBW) baby 
(Offenbacher et al).  Since then, several studies have been conducted across the world 
linking periodontal disease and pregnancy outcomes (See Figure 1) (Scannapieco et al. 
2010), emphasizing the importance of oral care and treatment during pregnancy.  
Periodontitis causes the body to react via inflammatory mechanisms, sometimes 
becoming chronic (Boggess, 2010). Due to the nature of periodontitis, the infection can 
be present for years without clinical manifestations or pain, and only diagnosed once 
manifestations such as tooth loss, or bleeding occur.  
The bacteria that cause this type of infection are gram-negative anaerobic and 
found in over 40% of pregnant women (Boggess, 2010). This bacteria can be introduced 
into the systemic circulation via abrasions and open wounds, and transmitted across the 
placenta causing preterm labor, thus producing a low birth weight baby, and possibly 
resulting in a case of infant mortality (Davenport, 2010).  A randomized clinical study 
conducted by Polyzos et al (2009) found that treatment of periodontal disease during 
pregnancy resulted in significantly lower preterm births.  However, other studies have 
noted that although the treatment of periodontal disease during pregnancy is safe, there 
are no significant findings that prove treatment of the infection prevents preterm birth or 
 4 
any other pregnancy complication (Newnham et al., 2009).  While evidence proves to be 
contradictory, treatment of periodontal disease does have positive effects on the health of 
the mother and fetus. 
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III. Preterm birth and infant mortality 
Studies have confirmed the link between maternal periodontal disease and 
preterm, low birth weight (PTLBW), a cause of infant death (Dasanayake et al., 2008). 
Low birth weight (LBW) is major cause of infant mortality. In fact, two-thirds or infant 
mortality cases consist of low birth weight babies (Davenport, 2010).  There is a strong, 
negative relationship between birth weight and infant mortality in America, so much so 
that part of the current method of decreasing infant mortality in the U.S. is to increase 
birth weight (Gage et al., 2013 ).   
Preventing premature labor and preterm birth aids in increasing birth weight, thus 
decreasing infant mortality. Very preterm births make up a small percentage of total 
births, but account for large percentage of infant deaths (Center for Disease Control and 
Prevention (CDC) Features, n.d.).  Despite the extensive research and strides in health 
care, preterm birth rates have remained constant, and in some cases, increased in the 
United States (Boggess, 2010). There was an increase in the percentage of preterm births 
across the nation between 1981 and 2004 (Figure 2).  
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Figure 2: Percentage of all births classified as preterm in the USA, 1981-2004. Figure 
taken from Kochanek et al., 2003.  
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Infant mortality rate (IMR) is the number of deaths of children under the age of 
one year old, and is expressed per 1,000 live births.  Between 2000 and 2005, there was a 
plateau in the national IMR, but a significant decrease was seen between 2005 (6.87 per 
1,000) and 2010 (6.15 per 1000) (CDC -Products, 2013).  Sixteen states and the District 
of Columbia contributed to that decrease in the national average by having statistically 
significant decreases in their state IMR. Georgia, North Carolina, South Carolina, and the 
District of Columbia all experienced declines of 20 percent or more (MacDorman, 2013) 
(Figure 3), leaving the IMR in 2011 at 6.05 per 1,000 live births.  
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Figure 3. Decline in infant mortality rates, by state: United States, 2005-2010 Source: 
MacDorman et al., 2013 
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While birth outcomes are improving in the United States, the nation ranks near the 
bottom in comparison to other developed countries in IMR.  In 2008, the United States 
ranked 27th among Organization for Economic Co-Operation and Development (OECD) 
countries, and 26th in 2010 (MacDorman, 2014) (Figure 4).  The United States’ 
unfavorable IMR are related to a higher than average percentage of preterm births  (see 
Figure 1 above). Even considering the decline in IMR between 2010 to 2011, the nation 
still ranked 26th among international rankings.  Infant mortality is an important indicator 
of the health status of a nation. In 2013, the nation had already neared the Healthy People 
2020 target to IMR of 6.0 per 1,000 (Lu and Johnson, 2014).   The data suggest poor 
results as far as the health status of the nation.  
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 Although there have been significant declines in IMR, several states still have a 
rate that is higher than the national average (MacDorman, 2013) (Figure 5). In 2011, 
several southern states were among those with the highest rates of infant mortality.  The 
national average of IMR was 6.05, not a significant decline from 6.15 in 2010.  Thirteen 
states were found to have IMR of 7.00-7.99.  Alabama and Mississippi had rates of 8.0 or 
greater.  This data alone provides a needs assessment in the seven states that are the focus 
of this pilot study.   Furthermore, socioeconomic barriers persist and contribute to the 
unfavorable rates. Evaluating Medicaid benefits targets socioeconomic barriers to care 
that are affecting the given population and possibly contributing to infant mortality rates.   
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IV. Medicaid Coverage for Pregnant Women 
 
Although evidence has not been able to show any significant improvements in 
birth outcomes subsequent to oral health treatment during pregnancy, it is suggested that 
women be advised regarding the maintenance of good oral health practices throughout 
their lives, as well as its importance during pregnancy (Fogacci et al., 2011).  While 
women are counseled about the importance of dental care during pregnancy, a larger than 
desired percentage of pregnant women are unable to receive the care suggested by 
physicians.  This is in part due to income barriers that prevent them from being eligible 
for insurance under the Affordable Care Act and private insurance agencies, and largely 
due to the restrictions of Medicaid, assistance utilized largely by low-income women.   
Medicaid provides medical and dental insurance for low-income children, 
pregnant women, parents who meet income qualifications, the elderly and the disabled 
(Johnson, 2005). To receive federal funding for Medicaid, there are certain health 
services that must be covered by each state, including hospital services and surgical 
dental services.  Each state has the ability to provide additional services beyond what is 
required. Some states offer packages that provide extensive benefits and minimal 
restrictions, while others have very restrictive provisions. State funding and cost are the 
factors that determine what is and is not covered. Tables 1 and 2 provide an example of 
the varying dental benefits covered in each state and how they are subject to change from 
year to year (Kaiser Family Foundation:  Medicaid Benefits, n.d.).  
 15 
Surgical dental services are provided under Medicaid. However, basic dental care 
such as preventative services, (exams, cleanings, and fluoride treatment) are not 
mandated. Furthermore, states are required to provide dental benefits for children, but 
have the option of whether or not to provide dental coverage for adults.  An even larger 
barrier in the access of oral health care for pregnant women who receive Medicaid is the 
lack of dental providers that accept the coverage.  Providers have noted low 
reimbursement rates as factors preventing them from enrolling in Medicaid programs 
(Sm, 1999). 
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Medicaid provides greater access to care for low-income pregnant women. 
However, the population that Medicaid services are at a high risk for adverse pregnancy 
outcomes.  A study conducted in 1989 (Schwethelm) reported that the demographics of 
women who utilize Medicaid placed them at a higher risk of adverse outcomes of 
pregnancy than insured and uninsured women.  Medicaid recipients have later and fewer 
prenatal visits, and in terms of behavior, reported more tobacco and alcohol use 
(introduces confounding) than other mothers (Schwethelm et al., 1989).  At the time of 
the study, it was concluded that Medicaid was not adequate to address the risks of 
adverse pregnancy outcomes.  Although the study is outdated and does not address dental 
services, it provides a starting place for the trajectory of this pilot study. Medicaid 
services, both dental and medical, must be reevaluated in terms of its ability to address 
risk of adverse pregnancy outcomes.  
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V. Literature 	  
Research findings report that poor oral health has a negative effect on pregnancy 
outcomes, although some studies indicate the evidence may be lacking. A study 
published in the American Journal of Obstetricians and Gynecologist agrees that oral 
health is an important component of the general health and should be routinely 
maintained during pregnancy (Polyzos et al., 2009). However, this study has found that 
evidence has not been conclusive in showing that treatment of periodontal disease or 
other oral health problems markedly improves birth outcomes.  
Other studies mention that there is conflicting evidence to support the correlation. 
In a study conducted by Shira Davenport (2010), it is mentioned that there is evidence 
that supports the finding of oral health being a risk factor for poor pregnancy outcomes, 
as well as other evidence that supports the opposite argument.  The study found that the 
bacteria associated with periodontal disease are very similar to the bacteria that are 
normally found in genito-urinary infections and the adverse birth outcomes that result 
from said infection.   Although the study concludes that there is evidence to support both 
arguments, it is agreed that maintaining good oral health is beneficial to the mother and 
the fetus.   
It is concluded by several authors that proper oral health is important to maintain 
general health and is beneficial during pregnancy (Boggess, 2010).  The issue of concern 
is whether or not women who utilize Medicaid, have enough access to oral care treatment 
needed to combat the risks of preterm birth and ultimately infant mortality. If Medicaid is 
 20 
not currently providing enough access to oral health care for pregnant women, should 
expansion of dental benefits under Medicaid be considered?   
There have been a few studies that have examined the impact of Medicaid 
expansion on pregnancy outcomes.  Of the studies found, the majority were written 
between 1985 and 1998, and focused primarily on medical services such as home visits, 
health education, case management, and nutrition counseling (Baldwin et al., 1998).  
Although these studies may not reflect the current state of Medicaid and do not include 
the expansion of oral care benefits as an option to improve maternal health and birth 
outcomes, they do provide information that is beneficial to the direction this study, which 
is looking to provide evidence that an expansion of Medicaid dental benefits may help in 
the reduction of infant mortality in the seven southern states that are the focus of this 
study.  
 In 1993, a study examined the extent to which states implemented changes to 
Medicaid that were intended to improve prenatal care for eligible women (Gold et al).  It 
was found that states with higher rates of adverse pregnancy outcomes prior to Medicaid 
expansion were more likely to have implemented reforms that increased eligibility.  
However, there was no mention as to whether utilization was increased in those states.   
The affordability of Medicaid expansion was also examined in a second study conducted 
in 1993 (Capilouto and Dailey).  In this study, three options were proposed in the state of 
Alabama that would expand Medicaid, providing coverage for more people.  Although 
the percentage of increase in eligible citizens varied between the three options, that cost 
analysis remained the same. Federal funding and a reduction in uncompensated hospital 
 21 
care would offset the front-end cost for the states.  The study concluded that Medicaid 
expansion is possible for poor states (Capilouto and Dailey, 1993).  Another study 
explored the expansion of smoking cessation programs through Medicaid and found a 
decrease in preterm births (Adams, 2013).  In contrast to the previous studies mentioned, 
one study reported an expansion of prenatal care thorough Medicaid did not decrease the 
rate of preterm or low birth weight babies (Krans, 2010). This information is applicable 
to our study in that it shows the possibility of Medicaid expansion, even in poorer states, 
and provides a prediction as to which states would be most aggressive in implementing 
the changes.  
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VI. Objective 
 
 Considering the literature, it is agreed that maintaining good oral health during 
pregnancy is beneficial for both mother and child.  Although Medicaid provides dental 
benefits for pregnant women, it is limited in the services covered, and in most states does 
not provide the care needed to prevent oral infections, since preventative services for 
adults are not mandated. In order to address the lack of dental benefits offered by 
Medicaid and explore whether this lack plays a role in the number of women with poor 
oral health and their risk of adverse pregnancy outcomes, it is important that Medicaid 
services and the population it serves, be studied. 
 The objectives of this study are to evaluate current Medicaid dental benefits for 
pregnant women, explore the possibility of a correlation between Medicaid dental benefit 
payouts per state and IMR per state, and propose an expansion of dental benefits through 
Medicaid.  Studies have suggested that the expansion of Medicaid benefits produce 
positive outcomes as far as prenatal care, therefore this study seeks to use the correlation 
data to produce a needs assessment of more dental coverage to patients and 
reimbursement rates to oral health providers.  There has not yet been a study examining 
the expansion of Medicaid oral care benefits.  It is our hope that this pilot study 
encourages more extensive research and eventually an increase in the types of oral care 
services covered through public insurance.  
 23 
 We hypothesize that the states with higher rates of infant mortality will have 
lower amounts of Medicaid funding from the federal government and less dental benefits 
paid by the state.  We seek to find a definitive correlation between funding of dental 
benefits through Medicaid and birth outcomes (infant mortality). 
 
 24 
METHODS 
 
 Data was gathered from the National Vital Statistics Reports 2012, which 
contained preliminary infant death data for 2011, and the Center for Medicare & 
Medicaid Services (CMS) Medicaid coverage database for Medicaid data for fiscal year 
2011. The fiscal year is from October 1, 2010, to September 30, 2011.  The CMS 
database provides information on Medicaid and Medicare utilization nationwide.  The 
section of data used for this study was Medicaid payments by type of service and area of 
service, Medicaid payment per person served, by type of service and area of residence, 
and Medicaid persons served, by type of service and area of service.  The areas of service 
used for this study were restricted to Georgia, Kentucky, Mississippi, Alabama, North 
Carolina, South Carolina, and Tennessee. The vital statistics data and the Medicaid data 
were compared in order to examine a correlation between adverse pregnancy outcomes 
(infant mortality) and Medicaid dental benefit payments in the states listed.   
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RESULTS 
 
Upon comparing the IMR and Medicaid payments for dental services in each 
state, there does not appear to be an association between the amount paid and the IMR for 
each state (See Table 3).  While the state of Tennessee has the highest infant mortality 
rate, Georgia has the lowest amount of payments for dental services. Of the seven states 
observed, Kentucky has the lowest IMR.  The payments for services in that area of 
residence served as the median for the values listed.  While each of the states have a IMR 
higher than the national average, examining the Medicaid dental payment information 
alone did not produce any significant findings that would produce a need for expansion in 
dental coverage through Medicaid.   
 
 
 
 
 
 
 
 
 
 
 
 26 
 
Table 3: Infant Mortality rate: 2010 and Medicaid payments for dental services: 
fiscal year 2011* 
The states are listed in ascending IMR. The row highlighted in red indicates the lowest benefit amount paid 
and the green indicates the highest benefit amount paid.  
*Fiscal year is October 1, 2010 –September 30, 2011 
Sources: Kaiser FamilyInfant Mortality Rate (Deaths per 1,000 Live Births). (n.d.). Retrieved Feb 16, 2015, 
from http://kff.org/other/state-indicator/infant-death-rate/.  
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When examining data that not only included IMR for each state, but also 
population per state and the number of beneficiaries (persons served) of Medicaid dental 
services and payments (See Table 4), there were no significant findings to suggest an 
association between the IMR and population size served by Medicaid, nor a need for 
Medicaid dental benefit expansion.  The data indicates that Mississippi falls on the outer 
limits in terms of population and IMR.  Mississippi has an IMR of 9.9 per 1,000 live 
births, the highest of the seven states, while having a population size of 2,967,297, the 
lowest of the seven states.  North Carolina has the highest population and the highest 
number of beneficiaries of Medicaid dental services. However, there does not appear to 
be any association between population size, Medicaid persons served, and infant 
mortality rate per state.  
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Table 4. Infant mortality rate, population, and Medicaid persons served, per 
state 
 
*Fiscal year is October 1, 2010- September 30, 2011 
The states are listed in ascending IMR 
The rows highlighted in red indicate the lowest population and persons served, respectively, and 
the green indicates the highest population and persons served, respectively.  
Sources: CMS - Infant Mortality Rate (n.d.) CMC- Medicare 
 
 . 
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DISCUSSION 	  
Although an association was not found between the two variables, the data did 
provide results that raised important questions regarding population size, health coverage, 
and IMR.  The population data and the number of persons served by Medicaid were used 
to calculate the percentage of each state’s population enrolled in Medicaid in 2010.  The 
results found that for each of the seven southern states, Medicaid enrollees made up less 
that 8% of the population in 5 of the states, and 1% or less of the population in Georgia 
and Tennessee (See Table 5).  These results created a series of questions that provide new 
areas of exploration for future studies.  With such a small percentage of the population 
covered by public insurance, is it possible that such a small representation of the state 
have a significant influence on the IMR?  What percentage of those not enrolled in 
Medicaid is uninsured? Finally, between insured, uninsured, and Medicaid enrollees, 
which group of women makes up a larger percentage of those having infants die before 
the child’s first birthday?   
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Table 5. Percentage Medicaid beneficiaries by population 
Sources: CMC – Research Statistics (2013) and Governing the States and Localities (2012)  
 
 	  
 
 
 
 
 
 
.    
 31 
  This study sought to find an association between two variables without exploring 
all possible confounding factors.  Although the seven states observed in the study have a 
common geographical location, they may differ in the demographics of the population 
who utilize the Medicaid services, and those at risk for infant mortality.  The racial 
makeup of a state can contribute to the IMR, since it has been found that IMR is found to 
be higher in Black populations (Brown, 2014).  In contrast, a higher percentage of those 
who are eligible and utilize Medicaid are White, non-Hispanics (Source CMS).) (See 
Table 6). Considering this information, a state with a larger minority population may 
have a higher rate of infant deaths due to racial makeup and possibly to the fact that a 
higher percentage of Medicaid enrollees are White, non-Hispanics.  A study by Shun 
Zhang (2013) explored the racial disparities in poor pregnancy outcomes among women 
who utilized Medicaid. In this study, a cross-sectional model found that Black women 
who were recipients of Medicaid experienced higher rates of adverse pregnancy 
outcomes and other issues related to pregnancy and childbirth.  In the future, a similar 
model can be used to explore an association between the variable in this study.  The 
current study could be altered to break down each variable (IMR, Medicaid utilization 
and benefits) by race.  This would produce more of a commonality between the states’ 
variables and provide more conclusive data for the study. The study could also be altered 
to focus on racial disparities in IMR, targeting the differences in White and Black 
populations who are Medicaid beneficiaries.   
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Table 6. Medicaid Enrollees/Demographics 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: U.S. Department of Health & Human Services Centers for Medicare & Medicaid Services 
(2013).  
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A second area of the study that may have contributed to non-conclusive results is 
the Medicaid benefits information.  The dental payment information provided by the 
CMS database included all beneficiaries- children and adults, men and women, women of 
childbearing age, and those possibly in menopause.  The data was not subdivided in a 
way that allowed only the payments made for women utilizing Medicaid to be extracted.  
This poses questions for future studies.  What percentage of Medicaid dental benefits are 
paid to services rendered to women? Of these women, how many have experienced 
adverse pregnancy outcomes? A subsequent study can be altered to insure that 
information gathered through a prospective study or provided though an already existing 
database is specific to the population being observed.   
The IMR data was not specific to the population intended, thus possible 
contributing to the results of this study.  The primary population for this study is women 
who are eligible for, and utilize Medicaid.  The IMR data provided included all 
incidences in each state, and was not specific to the population it was intended to serve.  
Mississippi has an IMR of 9.9 per 1,000 live births (See Table 2), but what percentage of 
those deaths are births from women enrolled in Medicaid?   While the data needs to be 
subdivided by race, including Medicaid enrollee as another subdivision would create an 
even more specific dataset.   Once the results of this study were examined, it was clear 
that the data was difficult to compare for an association due to the inclusion of variables 
not intended for this study.  
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Federal funding for government assistance programs and benefit utilization play a 
large part in Medicaid payments for services. In this study, states were compared with 
one another, regardless of whether the state was considered “poor” or not. States do not 
have total control over what funds are allotted to them, therefore do not have the 
flexibility to put additional funding into areas like Medicaid, without taking funds from 
other programs like SNAP. Also, the amount of benefits paid out by a state is due in part 
to the number of enrollees actually using the service.  If women have the coverage, but 
are not utilizing the benefit, payments for dental services are going to be lower.   A 
possible adjustment for a future study should include comparing the states by IMR and 
available benefits only, instead of comparing them by the amount of benefits paid per 
state.  Also, comparing states with above average IMR to those with lower IMR and 
Medicaid benefits would provide for a beneficial future study. This would produce data 
that is not impacted by factors that the state cannot control, such as use of benefits 
utilization and funding provided.  
This study was retrospective in nature, which may have contributed to the lack of 
significance of the results.  Researchers looked backwards and examined a possible 
exposure (periodontal disease and lack of dental benefits) for an outcome (infant 
mortality rate).  Since the data used was not designed specifically for this study, the data 
proved to be difficult to use in drawing a conclusion. As proven above, there was an 
absence of data on potentially confounding factors, since the data was from the past.  
Although it is not impossible, it may have proven more difficult to remove confounding 
factors and correct for the issues previously listed, than it would be if the study sought to 
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look prospectively. A prospective study would require a longer timeline and can prove to 
be expensive.  However, in a study that seeks to propose states utilize more federal 
funding in order to expand their Medicaid programs, it is important that more time is used 
to carefully examine confounding, select participants, and plan the period of study.   
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CONCLUSION 
The data collected in this pilot study did not provide any significant findings that 
would support the hypothesis.  It confirms that the infant mortality rates in these states 
are alarming and indicate a need for an intervention, as proven by statistics and other 
studies.  However, this study did not prove that a lack of Medicaid dental benefits and 
payments per state play a role in the higher than average rates of infant mortality.  
Although nothing significant as far as data resulted from the study, the lack of 
significance provides a direction for future studies seeking to expand Medicaid programs, 
reduce the prevalence of infant mortality in the south, and the United States as a whole, 
and further emphasize the important role oral health plays during the pregnancy period.  
The study did not prove anything beyond what literature has already suggested in 
terms of oral health and pregnancy outcomes.  Going forward, the limitations of this 
study must be acknowledged in order to conduct a study that effectively measures and 
analyzes the cause of increased IMR and its connection to maternal oral health, as well as 
provides results that address the unanswered questions initially presented, and proposed 
as the results of the study were discussed.  The fact the results are inconclusive makes it 
even more imperative that extensive research be done to examine the oral health needs 
and maternal health of women enrolled in Medicaid.  It is our hope that this study has 
encouraged new theories and insights in methods to combat and reduce poor oral health 
and infant mortality in the United States. 
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